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presen(y nor wilt inilrture avail of financial assistance from another NGO or any other source. for lhe same patient/case, as we are 

.

idqreiting to get fro. Koshik; Foundation, to the extent that such assistance is granted by Koshika Foundation. lflhe requested assistance is not granted
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froni Koshika Foundatio; is only financial in ;ature. The choice of the treatmenuprocedure advised/conducted by the Hospital on the

plti"r,t, ii Uur"a on tf," arrangement between ihe'pationt & the Hospital. and is in no way influencsd by.Koshika Foundalion. Honc€, the Hospital will

lisumt iore a co.prete respinsibitity of the treat;enl & it's outcome & safety ot lhe patient, and Koshika Foundation will have no rol€ or responsibility
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with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptablg to ma-
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